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President-DAVID H. PATEY, M.S., F.R.C.S. [December 5, 1951] DISCUSSION ON THE TREATMENT OF LARGE HERNIAE Mr. Geoffrey Keynes: By the term "large hernik" I mean really large ones, and it is of these only that I shall speak. (Examples of very large hernie-inguinal, sliding inguinal, femoral, ventral and umbilical-were illustrated by lantern slides.)
There are, practically speaking, no hernik too large for cure by surgery-with very occasional exceptions. (One of these was illustrated.) A dangerous type of patient is the extremely obese individual with no space to spare in the abdomen. I have operated on one such in whom the reduction of an incisional hernia consisted only in the replacement of omentum. He died very soon from intestinal obstruction. The omentum should have been removed.
Another principle is that there is no patient nowadays who is too old to be treated by surgery. Most of us are accustomed to facing the ordinary problems of geriatrics. More than thirty years ago f became attached to the City of London Truss Society and during eleven years saw between ten and twelve thousand patients with hernia. Many had been filtered through hospital clinics and were regarded as being unsuitable for surgery. Often they were old, and very unhappy with uncontrollable hernix. I took pride in dealing at St. Bartholomew's with many patients whom at that time no one else would touch. One of our earliest problems was a man with a very large deficiency in the posterior rectus sheath. This we successfully closed by inlaying a sheet of fascia lata 15 x 10 cm. Large "sliding hernix" were frequent, but the problem of the sliding hernia is not really particularly difficult if the method of repair is sound. The large femoral hernix were always recurrent hernie following relief of strangulation by destroying the lacunar ligament, a quite unnecessary procedure. The largest ventral hernie were almost always following gynecological operations.
In 1925 Professor W. E. Gallie introduced new details in the technique of fascia-lata grafts, particularly the bootlace technique for ventral hernix, using a double strip united at one end. This method draws the whole length of the deficiency together in a single line without great tension. After many years' follow-up we were satisfied that there were very few failures except among the large umbilical hemiae in obese women. In these every technique was tried, but none was entirely satisfactory.
Later on 1 used the McArthur technique in the inguinal region; this is really a Gallie technique on a small scale.
I have believed firmly in the principle of using the patient's own tissues whenever possible, and have avoided the use of any foreign bodies whether floss silk, silver filigree, steel wire, vanadium gauze, or any other. These depend partly on the creation of scar tissue for the cure of the hernia, and this I believe to be surgically unsound, apart from the danger of immediate or late infection. The real principle to be observed is the meticulous removal of all scar tissue, and the anatomical re-apposition of healthy tissues, with the least tension, using natural materials. Some of the supposed advances have really been retrograde, and many patients have suffered in consequence.
Mr. Ivor Lewis: A large hernia may be defined as being the size of a man's fist, whereas a hernia as large as the human head may be described as a huge hernia. I shall confine myself to inguinal, femoral, umbilical and ventral, omitting the rare herniae, and also the diaphragmatic.
These four varieties of hernia may be either primary or recurrent. Other things being equal, the recurrent cases always carry a poorer prospect than the primary, and strangulated ones the worst of all. Of these, incisional ventral hernix are of peculiar importance to the surgeon as their very occurrence is a reproach to his craft.
For some years now, I have tried not to reject anyone seeking relief from a hernia, merely because it is large, or because it is recurrent, or because the patient is fat and flabby.
APRIL-SURG. 1 6
The treatment of large hernice differs from that ofsmall hernie in four ways.
(1) The skin.-Most patients with large hernix have intertrigo. Some of the bad cases take a few weeks for this to be cleared with twice daily baths, and careful drying and powdering.
At the operation the under surface is not touched, swabbing with skin lotion being confined to the exposed aspect. The incision is made on this surface and skin towels immediately sutured to the edges. At the end of the operation I make no attempt to excise redundant skin-purposely leaving this to a later date. Actually by then it is hardly ever necessary.
(2) The dissection and reduction of the contents.-This is sometimes surprisingly easy; the greater part of the gut may be present in the sac without a single adhesion. Usually, however, one must be prepared for perhaps an hour's work in the liberation alone. if there is voluminous and inspissated omentum adherent in the sac, it is as well to resect it. I have never resorted to resection of any other content, and I have not yet met a hernia which had "lost its domicile". If I ever do, my plan will be to repair the hernia in 2 stages; this is sometimes possible. If not, it is to make a counter-incision in the anterior abdominal wall, mobilize the transverse colon and splenic flexure, and bring the colon out through the wound, to be resected in a few days' time in the manner of Mikulicz, after the hernia wound has healed. Perfect relaxation is a paramount necessity. At one time this luxury was limited to the best anesthetists but in these days of curare, it is surely within the reach of even the poorest.
(3) The closure of the abdominal wall.-The first thing that surprised me about the huge hernie was the comparative smallness of the actual gap in the abdominal wall. Except for ventral hernie, it seldom admits more than the four fingers. The difficulty about closing a wound of such a size is, therefore, very little, provided again that we have perfect relaxation, that we suture carefully and refuse to be intimidated by the spermatic cord.
Repair should be based on clean dissection of the edges of the gap, followed by straightforward and painstaking suture. In other words we must not become slaves to some fashion in place of simple craftsmanship. Filigrees, fascial sutures, fascial flaps, cutis grafts, floss silk and nylon darns are only very occasionally necessary. Fortunately when it comes to the cure of large hernia we are spared the polemics which have raged against the Bassini operation, as there is no question of "preserving the delicate mechanism of the inguinal canal".
Normally the surgeon relies on clean definition of muscle edges, thorough removal of loose fat and areolar tissue, suture of the apposed or overlapped edges with interrupted and non-absorbable sutures. in other words the cure of the hernia depends, more than anything else, on good honest cobbling.
(4) Having reduced and repaired the hernia, will the sudden rise of abdominal pressure affect the patient?-The only caveat here is that huge hernia cases with a low vital capacity from bronchitis or cardiovascular disorder should not be operated on unless the hernia is strangulated.
In the healthy subject I have not yet come across a case in which it was impossible to reduce the contents within the abdomen, or in-which the patient was unable to adapt himself to the change. In other words 1 am not sure there is such a thing in practice as a hernia which has "lost its domicile".
The recent common use of pneumoperitoneum for the treatment of pulmonary tubercle has given us some useful information on intolerance to sudden increases in intraperitoneal pressure.
In the adult 1,200 c.c. are barely noticed, whereas 2,000 c.c. cause some discomfort.
There are very few hernie of more than 2 litres in volume. In doubtful cases I recommend estimating the volume of the hernia, and then carrying out a trial pneumoperitoneum of the same volume. SOME SPECIAL POINTS (a) In large inguinal hernia, both direct and oblique, f have come to do one operation only-the strict Bassini, occasionally supplemented by a Tanner release, and frequently finished by transposing the cord to the subcutaneous plane.
I like fine interrupted sutures, usually nylon or indeed any other material provided it is not catgut. -Though dissected anatomical layers are admirable in some cases, e.g. gridiron scar hernias, for mid-abdominal ones, f am coming to favour more and more the single solid edge overlap method. This is the application of the Mayo operation to ventral hernias.
Its advantages are (I) economy of tissue and avoidance of too tight an abdominal wall;
(2) ample strength, especially if overlapped. I like the closed or invagination method in certain cases. In this the peritoneal cavity is not openedthe stretched piece of hernial wall being merely invaginated and the strong rectus edges sutured carefully with a row of interrupted silk or nylon sutures (Fig. 1) .
In some cases of ventral hernia or divarication I have employed what may be styled the fascial interdigitation method (Fig. 2) . It is very strong and uses fascia which remains living and fully nourished. (e) Orchidectomy. Old men with large inguinal hernix, especially if strangulated, should always be told that an orchidectomy may be necessary. We may then be practically certain of a sound repair. Only in the worst cases is orchidectomy actually done, and in the others I thin the cord, removing all its coverings including cremaster, all the fat, and most of the spermatic venous plexus. This leaves a cord the thickness of a pencil. To complete the security measures, the cord is transposed subcutaneously, so that the external oblique can be sutured down into one solid sheet with the rest of the inguinal muscles.
(f) Sliding hernic. The treatment here is to slide them back. It is not necessary or desirable to open the irrelevant little sac which lies in front. The abdominal wall is then reinforced in the usual way.
Occasionally it is a help to make an incision into the peritoneal cavity higher up and pull the colon up, as recommended by Roscoe Graham.
(g) Stranglilation is the only imperative indication to operate on large or huge hernie. One special point is worth making here: that if the patient is very ill and the hernia very large, it may be worth while to relieve the strangulation and do nothing else at the time. The cure of the hernia can then be undertaken later, with safety and much greater prospect of success.
CONCLUSION
Over the past few years I have been operating on some 25 large hernia a year, with three or four huge ones. There have been two post-operative deaths, one from ileus, in an obstructed hernia, and one from a stroke eight hours after the operation. The other cases have been well worth doing. From being seriously disabled, they have been made into comfortable, useful, and even productive members of society. Owing to their age it has not been possible to follow up all of them but certainly 4 out of 5 are known to have been free of recurrence during the first two years admittedly a short time, but most of the bad recurrences will appear during this period.
In the subsequent discussion Mr. G. E. Moloney said that para-umbilical hernia frequently results from stretching of tissues due to high intra-abdominal pressure from accumulating fat, and that incisional hernia is frequently aggravated also by increasing adiposity. In such patients, if the hernia is very large, the first line of attack should be to encourage reduction in weight; if such is not possible they should be treated by a corset with a bucket appliance. In any operation he (Mr. Moloney) freshened the edges of the aperture and approximated them with layers of continuous nylon. In inguinal hernia he used a nylon darn. He preferred to use a darn in the repair of hernix of any size. The darn should be tailored for the individual, of small mesh, well anchored to sound surrounding tissues, of good pliant material (nylon does not kink in the darning nor does it fracture at a later date), which produces minimal tissue reaction, is technically simple to introduce, and tends not to be disturbed by the misfortune of sepsis. He preferred monofilamentous nylon to braided nylon. Professor P. B. Ascroft confined his remarks to the use of tantalum gauze in inguinal hernia and spoke not as an advocate of tantalum but merely as an observer of results. These results were good. A few of the inlays fractured. About six months was the time after which one might expect a fracture to take place. Mr. Henry Thompson, in speaking of the effects of foreign bodies in the tissues, said that the suture materials which were now manufactured did not contribute to sepsis per se. If sepsis occurred with their use, it was introduced by the faulty technique of the surgeon and to attribute it to any particular material was quite illogical.
Mr. Norman Tanner thought that there was overmuch talk of the necessity to have some foreign body obturator to close the opening left by a large hernia. He thought there was practically no inguinal hernia which could not be closed by using adjacent tissues, for example the "slide" operation. Mr. M. R. Ewing suggested that there were some large incisional hernie where the defect in the abdominal wall was so large as to make them incurable by any method of repair. Mr. E. T. C. Mulligan referred to the big hernie sometimes seen in a colostomy wound. These could be dealt with easily by dissecting out the colostomy stump, closing the wound, and bringing the colostomy through a stab wound above the original colostomy opening. Mr. G. Qvist referred to the use of floss silk which in his hands and those of his senior colleague, Mr. Rodney Maingot, was very rarely associated with sepsis, which had been the main criticism of the method. Mr. Maurice Lee thought it wise, in operating on large hernia, particularly in fat people, to have the patients admitted at least a week beforehand for prophylactic treatment with penicillin and streptomycin. He thought there was nothing better than the Mayo operation in umbilical hernia and deprecated Nuttall's operation for large ventral hernia. Mr. A. K. Monro advocated the lattice type of repair, the chief feature of which was not the material that was used but the type of repair itself.
The President, at this point, summed up the discussion so far as it had proceeded: What had emerged from the discussion was that the surgeon must not be put off by the size of a hernia, by its complicated nature or by the age of the patient. There was also agreement that with these large hernia the problem of the breakdown of the functional mechanism in the first instance was academic, and the strongest emphasis seemed to have been laid on the fact that large hernie could be reduced to clefts and so be repaired. Although the hernia might be very large, the cleft through which it came might be very small. Something had been said about tantalum, and from Professor Ascroft's and Mr. Ewing's contributions the disadvantage of tantalum because of its tendency to break down had been evident. This had not solved the problem of filling a gap, if there was really a gap the edges of which could not be approximated. About materials, the patient's own tissues and other tissues had been mentioned and a strong case had been made out by Mr. Qvist for silk and by Mr. Moloney for nylon. Particularly in the case of nylon-and the point had been brought out again with tantalum by Professor Ascroft-the advantage had been mentioned that the material might be used in spite of a mild degree of sepsis.
Mr. Harold Dodd advised operation for hernia without exception for all people over the age of 50. He made a plea for local anresthesia combined with a general anesthetic. Mr. Alan Hunt thought that stainless steel was the safest material wherever sepsis was likely but this did not necessarily mean that this was the best material in all cases. The important thing was that healthy tissues should be approximated without tension.
Mr. Geoffrey Keynes, replying to the discuission, said that a good many of the speakers had not really been talking about large hernie but about hernix in general. That subject admitted of an enormous number of variations in technique, but he found himself in substantial agreement with Mr. Ivor Lewis, whose guiding principles accorded very much with his own. On the question whether the Gallie graft lived or not, he believed animal experiment had shown that it did live. Integrity of repair did not depend so much on the strength of the graft but on its remaining alive long enough to enable the tissues to approximate and to remain approximated. The graft itself was not the essential thing, the question was whether, without tension, the modern form of graft remained alive long enough.
Many points had been raised in the discussion. Mr. N. Tanner had mentioned that he had used his (Mr. Keynes's) modification of the Hoguet operation. What he had done for many years was to use the slide rather than the turn-over of the flap. It was difficult to answer criticism such as had been put on the screen based on the figures of an individual operator; one did not know what technique had been used. To make an incision in the rectus sheath and achieve approximation without any tension at all was a very important part of the procedure, and a modification of the original McArthur operation had that in view.
Reference had been made to the use of local analgesia. He himself had carried out operations on many of the largest hernie with local analgesia, which was of great value, especially in the days when ether was still being used. Now that they had curare as the alternative, probably local analgesia could be used rather less; it was time-consuming and perhaps did not give as good relaxation as curare. Obviously the reduction of these enormous hernie depended very much on relaxation. Mr. Moloney's remarks on nylon were open to the criticism that any technique adopted should not involve the subsequent necessity of taking anything out. The same criticism applied to floss silk; this material in expert hands would produce excellent results, but unless it was used by masters of technique it might lead to terrible disasters; therefore it was not a suitable method for general use. He could not, however, criticize it on a personal basis because he had never used it; he had heard so much about it that he felt he need not himself make the experiment. Lastly, he took up the remark of the President about filling the gap. He thought the answer was that it was very seldom that a gap had to be filled, because, if the principles which he had already expounded were carried out, in almost every case edges of healthy tissue could be approximated. In the rare case of a large gap which had to be filled in, possibly some form of lattice darning would be necessary.
